TINEA UNGUIUM.
GENERAL.
T. mentagrophytes and T. rubrum are the organisms responsible for the majority of cases of ringworm of the nails. The condition is not particularly common in the North of Ireland (13 cases were seen, two associated with tinea pedis and one with tinea corporis), but few maladies are more difficult to eradicate than fungus infections of the nails.
Clinical Appearances.-Infected nails are opaque, friable, lustreless, yellow, and thickened. One or all nails (of hands and feet) may be infected. There is usually no pain or tenderness, but, of course, the abnormal nail is liable to frequent minor traumata. Most patients complain bitterly of the appearance of the affected nails.
The infection usually begins under the free border or along the sides of the nail plate. The nail gradually separates and debris accumulates. The nail plate itself gets thinner, more brittle, and breaks off.
Treatment.-It is usually necessary to remove the nail plate either surgically or with repeated sandpapering. Efficient fungicides, preferably the aniline dyes, since they probably stay on the affected areas better, are applied at regular intervals. The frequency of relapse is a source of constant disappointment both to the patient and to doctor.
Prevention.-Spread of infection is directly or indirectly from case to case. The frequency of concomitant tinea pedis, cruris, corporis, etc., is important. We feel that only too often this is overlooked and that patients who have had nail infections for very long times will often have forgotten tinea of other parts from which the nails were infected (e.g., by scratching), and that, vice versa, chronic nail infections are a constant source of reinfection for tinea of other parts (e.g., tinea of toe nails reinfecting the feet).
DIFFERENTIAL DIAGNOSIS OF TINEA UNGUIUM.
It is difficult to differentiate the fungi from the clinical appearances of the abnormal nails, but Lewis & Hopper (1948) give the following pointers:
(1) Tinea unguium, due to T. rubrum, is often associated with concomitant tinea pedis, due to the same organism. (2) A superficial location of the infection on the nail is frequent with T. mettagrophytes, but practically unknown with T. rubrum. (3) The duration of the infection is shorter and the progress faster with T. mentagrophytes. The most confusing differential diagnosis is psoriasis, but this is seldom found in the nails alone, also it is usually bilateral and often symmetrical. Chronic paronychia (a monilial infection), which affects primarily the nail folds and produces only secondary changes in the nail plates, is more readily differentiated. Professor F. M. B. Allen instigated the report and gave us every encouragement throughout. The Northern Ireland Hospital Authority supported this study by a research grant, and we are indebted to the Authority for this assistance.
